(a) (b) April, 1912. (From skiagram by Dr. Ironside Bruce.) February, 1913 . After gastrojejunostomy.
(c) (d) March, 1915. Two years after salvarsan treatment. Standing. March, 1915 . Lying down, the patient having turned on his right side for two minutes.
Case II: Syphilis of the stomach.-F, fundus; P, pyloric end of stomach; D, D, duodenum; J, jejunum, just beyond anastomosis; I, small-intestine beyond J. great alteration except that a narrow channel was now present through the pyloric end of the stomach (c and d).
There seems no doubt that this was a case of gumma of the stomach; such a possibility should therefore be borne in mind whenever the appearance, which is generally regarded as pathognomonic of cancer of the stomach, is seen, as the condition ought to be curable without operation.
Case III: Carcinoma of Stomach causing Pyloric Incompetence.-Mr. P., aged 78, had had an excellent digestion until two months before I first saw him, when he began to suffer from loss of appetite, flatu-Case III: Carcinoma of stomach causing pyloric incompetence. -P.V., pyloric vestibule infiltrated with growth; P.C., pyloric canal; D' and D2, first and second parts of duodenum. lence, and pain immediately after meals. There was no vomiting, and although he still ate a moderate amount of food, he had lost 20 lb. since the onset of symptoms. He was formerly very vigorous, but now felt extremely weak. His bowels were regular. Nothing abnormal could be felt on palpation. The X-rays showed that the whole of the pyloric end of the stomach was infiltrated by growth, the outline of the shadow being irregular and the peristaltic waves ceasing at a point about 3 in. from the pylorus. In spite of this the food passed with extreme rapidity through the pyloric canal, which was widely open, into the duodenum, the first part of which-the " pyloric cap "-looked abnor-mally large, but was really simply distended as a result of the rapid passage of food from the stomach. There was no delay in the passage through the rest of the duodenum or intestines.
I believe that the condition of pyloric incompetence seen in this case is a common precursor of the pyloric obstruction caused by cancer. It is a result of infiltration of the muscular tissue preventing the normal contraction of the pyloric sphincter at a period before the invasion of the latter is sufficient to cause obstruction. Such a case shows the importance of early X-ray examination, by means of which cancer of the pyloric end of the stomach may be recognised before the more obvious symptoms due to pyloric obstruction have appeared.
Case IV: Appendicitis with Undescended Cwcum; Gastric Antiperistalsis without Pyloric Obstrhction.-Mr. C., aged 36, complained Case IV: Appendicitis with undescended caecum. a, appendix; C, ceecum; D.C., descending colon; i, i, terminal loop of ileum.
of constant pain in the right hypochondrium for four months. It was always aggravated by exertion, but had no special relation to meals. It was sometimes severe enough at night to keep him awake. He frequently vomited within an hour or two after meals, the food being partially digested and mixed with very sour fluid. The upper part of the right rectus was found to be very rigid, and he was very tender in the region of the duodenum, so that, in spite of the absence of any characteristic relation between the pain and the time of meals, the possibility of duodenal ulcer had been suggested. An X-ray examination showed, however, that the stomach was normal in size, peristalsis being active but somewhat irregular, as an occasional feeble anti-peristaltic wave passed from a point about 3 in. from the pylorus on the greater curvature at the same time as a normal peristaltic wave started from the same point on its way to the pylorus. There was no delay in the evacuation of the stomach, and there was no stasis in the ileum, the end of which rose out of the pelvis to join the caecum, which was situated above the iliac crest and formed the beginning of a somewhat dropped transverse colon. There was no trace of any ascending colon, and the appendix was clearly seen passing from the inner side of the cacum upwards and inwards until it emerged above its highest point. Its position corresponded with that of the pain, and palpation under the screen showed that the caecum itself and the duodenum were not tender, the tenderness being confined to the appendix. Mr. E. C. Hughes removed the appendix, which showed signs of chronic inflammation, its situation corresponding to what was seen with the X-rays; the duodenum was normal. The patient has been free from synmptoms since the operation was performed two months ago. This case is also noteworthy from the fact that reversed peristalsis was seen in the stomach, although there was no pyloric obstruction. The only other instance I have seen of reversed peristalsis in the absence of obstruction was also a case of chronic appendicitis.
Case V: Appendicitis wvith Colon situated entirely on the Left Side of the Abdomen.-Mr. S., aged 22, has had frequent attacks of severe pain ever since he was poisoned with bad meat four years ago. The attacks are very severe and come on without obvious cause in the lower part of the abdomen. When I first saw him in April, 1914, he was having as many as two a day. An X-ray examination showed an extraordinary abnormality of his colon; the whole of it was situated on the left side of the abdomen, the end of the ileum passing downwards on the right side to join the cacum, which was in the left side of the pelvis. It was thought that the symptoms might be due to appendicitis, so Mr. F. J. Steward operated and found the appendix was slightly diseased and was lightly adherent in the pelvis. The cecum had a very large mesentery. The appendix was removed, and the -patient remained well until the end of July; since then he has had an occasional slight attack of pain, but never as severe as before the operation.
A second X-ray examination showed that the intestinal condition was unaltered, and that there was no stasis. Case VI: Inflammation of Appendix which was said to have been removed.--Mr. M., aged 19, was operated upon when aged 5 for an appendicular abscess; the appendix was supposed to have been removed, but as the surgeon is now dead it was impossible to obtain confirmation of this. He reinained perfectly well until he was aged 12, when he began to have attacks of abdominal pain. At first there were not more than two a year, but during the last six months a week has rarely passed without one or two attacks. They generally last only ten minutes, but occasionally as long as three hours. They may occur at any time, but are especially likely to be brought on by strenuous exercise; they have sometimes followed an hour or an hour and a half after-a meal. The pain is always situated in the neighbourhood of the umbilicus, but on one recent occasion it was followed by a less severe pain in the right iliac fossa. The pain is often very severe; it develops gradually but disappears suddenly. The bowels are regular. Examination showed that there was some tenderness in the right iliac fossa.
With the X-rays I found that the stomach, which was somewhat atonic, emptied itself within six hours of the barium meal, nothing having been eaten in the interval; an abnormally large proportion was then present in the end of the ileum, the caecum and ascending colon being also visible. A shadow, which looked as if it might be the appendix, was visible between the end of the ileum and the cocum. Three hours later only a small quantity of barium was left in the ileum, the rest being in the coecum and ascending colon, none having passed beyond the hepatic flexure. The appendix was now clearly visible, and it was found to be extremely tender, the end of the ileum and the caecum being entirely free from tenderness. The appendix was quite movable, and the cocum, which dipped into the true pelvis on lying down, could Case VI: Inflammation of appendix, which was supposed to have been removed. Tracing taken nine hours after barium meal. a, appendix; i, i, end of ileum. be raised about 11 in. by deep palpation. The appendix remained the only tender point, even when it was moved a couple of inches from the position in which it was first seen, so that it was clear that the tenderness was due to the appendix itself, and was not a referred muscular tenderness.
Shortly afterwards Mr. Warren Low removed the appendix, which showed evidence of chronic inflammation. Its terminal quarter of an inch was completely separated from the rest by a short fibrous. cord. The patient has had no return of symptoms.
Case VII: Heart pushed over to the Right Side of the Chest by Dilated Splenic Flexure.-A lady, aged 50, had suffered from severe constipation for many years, and on one occasion had gone twenty-six days without an action. I found that her heart was situated entirely on the right side of the chest, its outer border being 3 in. from the middle line, but her medical attendant was quite certain that the last time he examined her some years before it was in a normal situation. Neither physical examination nor the X-rays showed the presence of anything in the right side of the chest which could have drawn the heart over, or on the left side of the chest which could have pushed it over, but the highest point of the left side of the diaphragm reached the level of the third costal cartilage, the right side being only on the level of the fourth intercostal space, whereas the diaphragm is normally at the level of the fifth costal cartilage, the right dome being slightly higher than the left. This abnormal position was due to an enormous dilatation of the splenic flexure; the constipation was found to depend entirely upon delay in the dilated part of the colon. There was no evidence of any organic obstruction; the stonmach also showed a somewhat remarkable condition, which was apparently the result of pressure by the dilated splenic flexure. When the barium meal was first taken, it all accumulated in the fundus and gave the impression that there was an organic obstruction in the centre of the stomach leading to an hour-glass condition (a). That this was not really the case was shown by the fact that a second barium meal on a later day passed without difficulty through the whole stomach, the appearance of which was normal in every way (b). Massage of the dilated colon, which the patient could bring within reach by breathing deeply, resulted in considerable improvement, so that she was able to keep her bowels regular with six or eight senna pods and a tablespoonful of paraffin every night. Her general health also improved, but there has up to now been no change in the position of the heart.
I have been able to find no other recorded case, in which the heart was pushed over to the right side as a result of dilatation of the splenic flexure.
(a)
(1) Stomach with central spasm.
Stomach with spasm relaxed.
Composite drawing of colon. The numbers represent the hours after the barium meal at which different points were reached.
Case VII: Heart pushed over to the right side of the chest by dilated splenic flexure.
Case VIII: Hirschsprung's Disease in an Adult without Symptoms.-Mr. K., aged 35, 6 ft. 7 in. in height and weighing 15 st., had always enjoyed good health and was a noted athlete. Whilst in England and on the East African coast, where he is an official and where the climate is not very trying, he is perfectly well, his bowels being opened twice a day. He has to make frequent expeditions to the interior, where the heat is very great, and he perspires excessively; at the same time his meals are irregular, and he is unable to obtain green vegetables, so that, although he rides for five or six hours a day, he at once becomes constipated. When his bowels have not been opened for four or five days he Case VIII: Hirschsprung's disease in an adult without symptoms.-S, upper level of fluid contents in stomach; C, upper level of fluid contents in dilated segment of colon; G, gas in colon above liver. takes gr. iv calornel in the evening and an ounce of salts in the morning; a normal stool results without any pain. He consulted me in order to know what steps he should take in order to keep his bowels regular whilst on his expeditions.
My examination showed that his colon was abnormnally long and dilated, but the chief dilatation was beyond the middle of the transverse colon. The exact anatomical relations could not be made out, but an enormous dilated sac of colon pushed up the left side of the diaphragm and contained semi-fluid faeces, the upper surface of which could be clearly seen distinct from and below that of the gastric contents. A part of the dilated colon was also above the liver, so that the gascontaining bowel could be clearly seen under the right side of the diaphragm. A finger inserted in the rectum passed straight into an enormously dilated sac. In spite of this remarkable condition there was no intestinal stasis. This is apparently a case of Hirschsprung's disease, in which the hypertrophy of the intestinal musculature has produced compensation.
Case IX: Atonic Dilatation of the Stomtach cured by Treatment.-Mr. H., aged 45, had an attack of acute indigestion after a meal of oysters and beer at Easter, 1913. Since then he had suffered from a sense of fullness-after meals, which changed into a hot burning sensation in the course of a couple of hours. In January, 1914, he began to lose weight, and when I first saw him in July he had lost 2 st. He felt slack and complained of giddiness in the morning. There was no tenderness nor rigidity, and an X-ray examination showed that he had well-marked atonic dilatation of the stomach. He was treated by rest in bed with an absolutely dry diet, all fluid being given by rectum; at the same time his stomach was massaged. Improvement was very rapid, and the X-rays showed that the tone of his stomach returned to normal at the same time as his weight increased and his symptoms disappeared. There has been no return of symptoms.
Case X: Gastroptosis cured by Treatment.-An unmarried lady, aged 52, suffered from indigestion, severe constipation, and general weakness. The tone of her stomach was found to be normal, but a considerable degree of ptosis was present (a), which was due to the very flabby condition of her abdominal muscles. She was given an abdominal support and had regular massage and exercises, with the result that the condition of her muscles steadily improved in spite of the fact that she had no rest in bed. The position of her stomach had risen to normal when I saw her fourteen months after the first examination (b). She was now able to do without aperients but still used a little paraffin. She then gave up the abdominal support but continued to have massage at intervals, with the result that four months later the stomach had actually become slightly hypertonic, the greater curvature being just above the umbilicus (c). She was now also able to get her bowels open without even using paraffin. The ileum was not empty until forty-eight hours had elapsed, and the caecum was still full after seventy-two hours. The numbers represent the hours after the meal at which different points were reached. Weight, 7 st. 12 lb.
Horizontal. Vertical.
(b) October 29, 1913. Tracings taken twenty-six hours after barium meal; some of the barium had already been passed. Weight, 9 st. 7 lb.
Case XI: Ptosis of colon with severe intestinal stasis cured by rest and massage.
headaches, pains in her limbs and body, and she had an exceedingly small appetite. Her breath was always foul and her tongue furred; she was very depressed and irritable. An X-ray examination showed that there was no stasis of the stomach, but a slight degree in the end of the ileum. There was an extreme degree of stasis through the whole colon. The transverse colon was very low even in the horizontal position. The ptosis was probably due to the accumulation of large quantities of faeces in it, because no other organ had dropped with it. The intestinal stasis, the ptosis of the colon, and the toxic symptoms were so severe that a continuation of medical treatment was only advised as a forlorn hope, and it was expected that a colectomy would ultimately be required. The patient was kept in bed for five weeks. Every morning after her bowels had been opened she was given abdodominal massage by a nurse, who had been shown under the X-rays how she could manipulate the colon into its normal position. She was ordered a tablespoonful of liquid paraffin after each meal and an enema of warm water every morning. A pint and a half was used at first,. but the quantity was reduced every day by half an ounce. She was made to take full diet with extra milk and cream. She improved with remarkable rapidity; and when seen six weeks after the beginning of treatinent her weight had increased from 7 st. 12 lb. to 9 st. 7 lb.; she looked and felt better than ever before, and her mother said her character had quite changed, as she was brighter and better tempered than she had been for years. During the last fortnight of treatment the bowels had been opened naturally every morning; she still took half an ounce of liquid paraffin three times a day, and a small enema was given each evening with very little result, showing that the natural action in the morning was sufficient. The enemata were therefore discontinued, and an X-ray examination a week later, after she had given up the paraffin for three days, showed that there was no longer any ileal or colic stasis, some of the barium sulphate being passed the morning after the barium breakfast. The transverse colon had risen to its normal position, dropping only just below the umbilicus on standing ; before the treatment began, its lowest point, measured orthodiagraphically, was 4 in. below the umbilicus on standing. Four months after she had got up she was getting her bowels open with a little paraffin and aloin: she had gained a few more pounds in weight, and her general health continued to be excellent.
Electro-Therapeutical Section
Case XII: Dyspnaea due to Ptosis of the Diapphragm in a Case of Genteral Visceroptosis.-A lady, aged 50, had suffered for a long time from neurasthenic symptoms accompanied by indigestion and shortness of breath. An X-ray' examination showed that she had an " orthostatic hour-glass stomach," the contraction being due to the drag upon the stomach in the erect position, as it disappeared when she lay down. In a horizontal position the diaphragm was normal and its respiratory excursion was 2k in. In the erect position it dropped almost into the position of extreme inspiration, so that even with a great effort it only descended 4 in. Consequently diaphragmatic respiration was impossible in the erect position, though normal on lying down. The abdominal muscles were exceedingly feeble, the visceroptosis being clearly due to this. When she was given an abdominal support the diaphragm was pushed up, so that the normal respiratory excursion became possible and the dyspncea disappeared. I Proceedings, 1912, v (Med. Sect.) , p. 60.
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I believe that a similar condition is a not uncommon cause of dyspnoea in individuals with weak abdominal muscles. Many patients suffering from heart failure, who are well whilst they are resting in bed, but are unable to take any exertion when they get up, are relieved by using a support for their weak abdominal muscles, so that the diaphragm can be maintained in its normal position.
DISCUSSION.
The PRESIDENT said the Section was very much indebted to Dr. Hertz for this exhibition; the series was a most interesting one. What had relieved his mind most was the demonstration that medical methods were effective in cases of intestinal stasis, remembering the severe operations which had been devised for the condition.
Dr. HERNAMAN-JOHNSON reminded the meeting that some of Dr. Hertz's excellent results were obtained by putting the patients to bed for some time, and by using some kind of mechanical support. In the case of people who were poor and could not lie up away from their work, he had found a useful alternative in stimulation of the abdominal muscles by the sinusoidal current rhythmically interrupted. Where that was not available, and in less severe cases, ordinary faradism could be used, interrupted by a metronome. One might or might not combine this with a mechanical support, or with the administration of cascara and paraffin. In the latter event the patients usually complained of diarrhoea after the first two or three days, and it was then advisable to discontinue the paraffin and cascara. He did not offer these suggestions as a rival treatment, but as an alternative one when the patient could not afford to lie up; it was desirable also to restore the tone of the muscles, striped and unstriped, so that an abdominal belt might be dispensed with as soon as possible. The results of a six or eight weeks' course seemed to be lasting; he had followed up cases three years later and found there had been no return of the trouble. Relapse might, however, occur if the patient returned to an unhealthy way of living. No subject of stasis should be subjected to the severe operation until the treatment mentioned by Dr. Hertz and himself had been given a good trial.
Dr. BARCLAY desired to corroborate what Dr. Hernaman-Johnson had said; he had seen such cases pick up extraordinarily under the application of massage, exercises, and the use of the sinusoidal current.
Dr. REGINALD MORTON said he could bear testimony to the value of the electric current in these cases of stasis, particularly the slow sinusoidal current, which should be reduced to a rate of one impulse per second, so long as they were strong enough, because the time element in the contraction of unstriped muscle was a slow one, and was still further reduced when there was a loss of tone in the muscle concerned. He, like the President, had been very glad to hear the testimony of Dr. Hertz, because as an old-fashioned person he considered that every person retained some elementary rights concerning his own digestive tract, and that he need not necessarily hand it over to the surgeon. One had hesitated, remembering what the surgical treatment meant, to tell a patient he had intestinal stasis.
Mr. BOKENHAM said he would like to add his testimony to that of Dr. Morton and others, with regard to the great value of stimulation of the abdominal muscles by very slow rhythmic interruptions of the faradic current. Many years ago he was uncertain as to what form of current was the best, and in some cases he used, apparently with good results, currents of high frequency; but for some years he had been in the habit of treating cases of intestinal stasis with very slow interrupted currents, and with excellent results. The " Morton wave" current obtained with an efficient static machine running at a slow speed, the discharges being kept adjusted to the limit of easy tolerance, seemed in certain instances of special value.
Dr. JORDAN desired to point out that operative procedures did not constitute the routine treatment of chronic intestinal stasis. Resort to operation was reserved for those cases in which other means of treatment were unavailing. As a knowledge of stasis became more general, and patients came under proper treatment earlier, there would be even fewer cases in which operative interference would be found necessary. He had been much interested in the fine series of slides which Dr. Hertz had shown.
Glycosuria in Chronic Intestinal Stasis.
By ALFRED C. JORDAN, M.D. DIABETES mellitus, ever since it was first recognised, has been a source of ardent research, and a subject of deep interest. An enormous literature has been built up, and many ingenious theories devised in the desire to explain its causes.
In a mass of -disconnected observations there stand out prominently three experimental methods of producing glycosuria: Firstly, Claude Bernard's "diabetic puncture" of the floor of the fourth ventricle of the brain; secondly, the administration of certain drugs, especially phloridzin; and thirdly, the extirpation of the pancreas. Of these three classes of experiment, the third-that of removing the pancreas by operation-is seen at once to be by far the most important as regards the light it throws upon the aetiology and pathology of diabetes mellitus.
